Caregivers of those with life-limiting illness face many complicated tasks, including providing direct patient care, communicating with professionals, and managing the logistical demands of daily activities. To assist with caregiving responsibilities, caregivers require social support from social network members at all points in the illness process. This study analyzes themes from interviews with 61 caregivers of patients enrolled in hospice services to identify the types of support caregivers mobilize from new social network members for social support during the end-of-life care process. Themes indicate that caregivers receive accessible, immediate, caregiver-centered emotional support from hospice health care professionals, and situationally tailored, understandable informational support from other types of professionals. In addition, caregivers received overlapping emotional and informational support from hospice health care professionals. Findings enhance the understanding of how caregivers receive tailored emotional and informational support.
Introduction
In the United States, 39% of adults provide care for someone with a chronic or terminal illness (Fox, Duggan, & Purcell, 2013) . The number of caregivers is expected to increase significantly as the generation known as baby boomers age and require extended care (Centers for Disease Control and Prevention [CDC], 2003) . Caregivers are recognized by the Administration on Aging, AARP, and the National Alliance for Caregiving as family members, spouses, friends, or nonmarried partners who provide unpaid medical and/or nonmedical assistance (Talley & Montegomery, 2012) . Caregiving entails a host of emotionally and physically demanding tasks, leaving caregivers at an increased risk for anxiety, depression, and injuries related to providing care at home (Bialon & Coke, 2012; Rabow, Hauser, & Adams, 2004; Wolff, Sydney, Frick, & Kasper, 2007) . To meet the demands associated with providing care, caregivers may utilize the social support from members of their social networks. Social support entails well-intentioned tasks or actions performed for an individual, by members of that individual's social network (Thoits, 2011) . Social networks consist of members who are existing network members (i.e., long-term family members, relatives, and friends) and newly acquired network members (i.e., connections to others via institutions or organizations; Thoits, 2011) . Moreover, caregivers' social networks can change over time, allowing them to make new social connections during the caregiving process, thus expanding the sources of social support available to them from these new social network members (Gage, 2013) .
The types of social support provided to caregivers are commonly categorized in the field of caregiver research as emotional support (empathy and encouragement), instrumental/logistical support (tangible help with activities), and informational support (shared knowledge and advice; Talley & Montegomery, 2012; Thoits, 2011) . The availability and mobilization of social support for caregivers has been linked to positive caregiver outcomes, including improved coping abilities, decreased caregiver depression, and reduced risk of physical strain and caregiving-related injuries (Haley, 2003; Roth, Perkins, Wadley, Temple, & Haley, 2009) , particularly in groups that are at increased risk for caregiver strain, including 732963Q HRXXX10.1177 1 University at Buffalo, Buffalo, New York, USA elderly caregivers. Previous research examines how members of caregivers' existing social networks provide support (e.g., family and friends), yet less is known about caregivers' receipt of social support from new social network members (i.e., health care professionals) that are formed in response to a stressful life event (Gage, 2013; Gage-Bouchard, LaValley, Panagakis, & Shelton, 2015) . To connect caregivers to new social network members who can provide tailored support resources to caregivers during the end-of-life caregiving process, there is a critical need for a better understanding of what types of support caregivers' new network members can provide.
Social Networks and Functional Specificity Theory
Social networks contain a broad spectrum of potentially supportive resources for caregivers, with certain types of network members being more likely to provide specific types of support, otherwise known as functional specificity (Wellman & Wortley, 1990) . Functional specificity theory proposes that different social network members can provide certain types of support, and individuals selectively activate network members to access certain types of supportive resources (Penning, 1990; Simons, 1983 Simons, -1984 Wellman & Wortley, 1989 , 1990 . Research examining the role of social support during illness typically examines support that is provided by caregivers' preexisting social network contacts, like family, friends, and neighbors (Andershed, 2006; Pescosolido, Gardner, & Lubell, 1998; A. Williams, Wang, & Kitchen, 2016 ). Yet, when coping with serious illness, caregivers develop new social connections, and these new network members can serve as significant sources of social support (Gage, 2013; Gage-Bouchard et al., 2015) . New social network connections refer to relationships that individuals form with individuals who were not previously part of their social network (Thoits, 2011) . Over the course of a terminal illness trajectory, patients may transition through several sites of care, including home care, acute inpatient care facilities, specialized hospice and palliative care facilities, and/or long-term care facilities (Evans, Cutson, Steinhauser, & Tulsky, 2006; Hurley, Barg, Strumpf, & Ersek, 2015) . Consequently, caregivers interface with new kinds of health-related professionals as a result of, or during these transitions, professionals who can potentially become new social network members and subsequently serve as new sources of social support for caregivers.
Previous research has traced the nature of social support provided by professionals to caregivers in patient populations such as those with pediatric cancer, HIV, and mental illness. (Gage-Bouchard et al., 2015; Hill, Huff, & Chumbler, 2017; Perry & Pescosolido, 2010) . Using functional specificity theory as a lens through which to better understand caregivers' social networks, particularly their ties to new social network members who are professionals, can advance conceptual understanding of caregivers' social network composition and activation in the health care context. In addition, tracing how caregivers mobilize for support from these new social network members will allow for the development of clinically based programs and interventions that help caregivers connect with and mobilize social support during the caregiving experience.
The Case: Caregivers of Terminally Ill Patients
One subset of caregivers are those who provide end-oflife care for patients with life-limiting illnesses, conditions defined as those for which a cure or stabilization is unlikely (American Cancer Society [ACS], 2015) . Endof-life caregivers face many complicated tasks including providing direct patient care, communicating with clinicians, managing the logistical demands of daily activities associated with providing home care, and balancing caregiving responsibilities with personal obligations such as work and family. Despite the time and labor-intensive nature of caregiving, caregivers often lack formal training and skills in providing care, particularly activities related to direct medical care, like medication management, symptom recognition, and proper techniques for moving patients (Bialon & Coke, 2012) .
To manage the extensive demands of being an end-oflife caregiver, caregivers rely on existing social network members like families, friends, neighbors, and religious community members for emotional support in the form of encouragement, empathy, and sympathy (Andershed, 2006; A. Williams et al., 2016) . In addition to emotional support, caregivers need informational support from social network members, including health care professionals, at all points in the terminal illness experience, including what support services they are eligible for, how to best provide home-based care, what to expect in terms of visible physical deterioration, and what happens in the last 40 hours of life (Bialon & Coke, 2012; . Preferences for the amount and specificity of information about disease can vary among caregivers, but they desire the information provided to be consistent (Funk et al., 2010; Parker et al., 2007) .
The context of end-of-life caregiving can change several times within the trajectory of one patient's experience, with multiple transitions from home care to institutional settings (hospice facilities, nursing homes, and hospitals) throughout the course of an illness (Evans et al., 2006; Hurley, Barg, Strumpf, & Ersek, 2015; Hurley, Strumpf, Berg, & Ersek, 2014) . These changes in the end-of-life caregiving circumstances consequently bring caregivers into contact with new social network members like clinicians and health-related professionals who provide direct patient care, as well as into contact with nonmedical professionals with specialized knowledge in law, finance, or health care system navigation. Although research has examined the kinds of support end-of-life caregivers receive from existing network ties like family and friends, less is known about the social support that end-of-life caregivers receive from professionals (Andershed, 2006; A. Williams et al., 2016) . This study examined the types of informational and emotional support caregivers sought or received from new social network members including hospice health care professionals (e.g., physicians, nurses, social workers, health care aides, and/or physical therapists), as well as legal or financial professionals, during their experiences caring for a loved one with life-limiting illness.
Method

Participant Recruitment
Family caregivers enrolled in one hospice program in the U.S. Northeast were recruited via mail. Individuals listed in the organization's database for individuals as a patient's "primary caregiver" received an invitation to participate in the study (n = 550). The total number of caregiver interviews conducted (from two rounds of recruitment) was 61.
The first round of recruitment was conducted in March 2015, with potential participants (n = 200) receiving a letter inviting them to participate in an interview. Those who were interested returned an interest form (n = 36), giving the author permission to contact them for an interview, with 25 participating in an interview (one withdrew from the study after the interview was conducted). Interviews were conducted in person, either in caregivers' homes or in a private meeting room at a hospice inpatient facility. Respondents provided written consent prior to participating in interviews. In response to the first mailing, several respondents (n = 7) expressed interest in participating in an interview but were unable to commit time to an in person interview due to caregiving or employment obligations. To maximize study enrollment, a second mailing was sent in July 2015 (n = 350), offering participants the option of a phone interview and a US$10 participation incentive. This group of respondents was verbally consented prior to phone interviews. Sixty-nine potential respondents returned the interest letter, and 37 interviews were conducted by phone, at which point, data saturation was reached and no more interviews were conducted.
Data Collection Procedures
All interview data were collected between March 2015 and September 2016, using a semistructured interview guide to elicit caregivers' experiences taking care of a hospice-enrolled patient with life-limiting illness. Questions were designed to capture the extent of caregiving responsibilities ("Can you describe what you do on a typical day when taking care of your family member?"), as well as trace caregiver and patient utilization of hospice and palliative services, including the extent of care provided by hospice ("What were the immediate circumstances leading up to the patient's hospice enrollment?" "Have your caregiving responsibilities changed since enrolling in hospice?"). The interview guide also contained questions designed to identify caregivers' logistical and emotional supportive network ties related to assistance with caregiving responsibilities ("What roles do family and friends play in the caregiving process?" "How has it been managing your own day-to-day responsibilities while taking care of your loved one?" "Who do you feel comfortable talking to about this experience?"). To highlight informational support needs, the interview guide contained questions such as, "Do you feel you're receiving enough information in order to provide care?" "Whom do you ask, or where do you look for additional information if you need it?" and "What have you learned during this experience?" All interviews were conducted in English, were audio recoded, and were transcribed verbatim. Interviews lasted between 30 and 60 minutes per participant. Results reported here are from a portion of a larger scale interview covering a wide range of aspects of the hospice caregiver experience, including perceptions of end-of-life care and attitudes toward end-of-life care planning. Only those questions relevant to caregiver social support needs are described in detail here. All study protocol were approved by the university's Institutional Review Board.
Data Analysis
The first 10 data files were reviewed by two coders using a deductive content analysis approach (Elo & Kyngäs, 2008) . Each coder independently read the interview transcripts using common conceptualizations of types of social support to code data: logistical support, emotional support, and informational support (House & Kahn, 1985) . Logistical support was defined as tangible assistance in the form of services, goods, money, or help with tasks. Emotional support was defined as providing empathy, comfort, or encouragement to caregivers. Informational support was defined as providing facts, advice, suggestions, or connections to other resources that assisted caregivers with care delivery or care planning (Talley & Montegomery, 2012; Thoits, 2011) . Each coder then wrote a coding memo that reflected on the codes, patterns among the codes, and early ideas about themes in the data. At peer debriefing meetings, the coders reviewed and discussed points identified in coding memos, developed a codebook which contained definitions, and achieved consensus on the final list of codes (Weis & Fine, 2000) . The author (S.A.L.) coded the remaining interview data. These analyses focused on codes related to emotional, informational, and logistical support (Table 1) .
NVivo 8 qualitative software was used to manage and organize data. To examine social support received from professionals, data were sorted by source of social support. All data excerpts describing social support experiences with professionals were systematically analyzed. Data coded as any social support type (logistical, emotional, or informational) were sorted to analyze and compare caregiving experiences. Throughout data analysis, early codes and themes were further refined to capture the nuances of social support. Quotations from respondents are presented as respondent numbers, and any potentially identifying information contained in these quotations has been edited to protect respondents' identity.
Results
Sample Characteristics
The final sample of caregivers who participated in interviews included 43 women and 18 men. Caregivers' ages ranged from 31 to 93 years old; the average caregiver age was 72 years old. Twenty-three of the caregivers were spouses or partners of the patient, 28 caregivers were adult children of the patient, and 10 caregivers were related to the patient in another way (e.g., sibling, niece, or granddaughter). The majority of caregivers in the sample were married (40) and retired (35). Seventeen caregivers were employed full-time, 16 caregivers reported their highest level of education was a high school degree or less, while 31 reported some college or a 2/4-year college degree, and 14 had a post graduate degree.
The average age of patients in the final sample was 81.5 years old. Forty-four of the patients were female. Thirty-seven patients resided in the home with their caregiver, while 24 patients lived remotely from their caregivers at assisted living facilities, skilled nursing facilities (also known as nursing homes), or independently in their own homes. Forty-three patients had a primary terminal noncancer diagnosis (i.e., congestive heart failure, chronic obstructive pulmonary disease, dementia, or kidney disease).
Thematic findings about caregiver social support from hospice clinicians and professionals are found in Table 2 .
Emotional support from hospice health care professionals: Immediate, accessible, and reliable. Caregivers identified several ways that health care professionals (including hospice physicians, nurses, social workers, health care aides, and/or physical therapists) provided emotional support. Although these professionals were well-positioned to provide logistical support as part of their patient care services, caregivers cited this logistical support as instilling a sense of emotional support because it created a feeling of security among caregivers. Caregivers were provided with a unique phone number to call that linked them directly to the group of health care team members with knowledge of the patient's illness. Caregivers repeatedly described that they felt the sense of security, or "peace of mind," this provided, with hospice being immediately accessible by phone.
I tell you what was good for me. It was a feeling of knowing that if I needed anything all I had to do was call. That was a relief to me, it brought me comfort and I felt secure. I felt secure because I knew there was somebody I could fall back on. I didn't feel secure with [previous home health care agency].
They make you comfortable and they talk to you and they explain everything to you. The questions you ask them, they answer. It doesn't matter if it's one o'clock or two o'clock you call them and they answer the phone. They talk to you on the phone, if you see something that is going wrong in the house, you call them and they come in, it doesn't matter what time it is.
They offer all kinds of help. If you ever have a problem, they're only as far away as the phone.
You can count on them and they're there 24 hours a day.
I would describe it as a very comforting feeling that you know that someone is there, available anytime you need them.
As these quotations from various caregivers describe, the potential for immediate access to a health care team member by phone at any time of day brought caregivers a sense of security, reliability, or comfort. Beyond an expectation that health care team members would provide logistical support (e.g., patient care), caregivers expressed the comfort they felt at knowing clinicians were accessible. Regardless of whether caregivers actually called upon the clinicians for support, the knowledge of available support is, on its own, a type of support.
In addition to noting that these professionals were a reliable presence to fall back on, caregivers also felt that they served an important support role because they reliably replaced the need to access other medical services, including nonhospice physicians and emergency services. A home caregiver whose wife had experienced several emergency room (ER) visits prior to her hospice enrollment described how the availability of care alleviated the emotional burden of worrying about taking his wife to the ER for acute medical events.
I would just say it's just a load off of you. I mean you don't have to worry about getting up in the middle of the night and running to them at the ER. You call them they're here in like a matter of even 20 minutes because they have somebody on call. You just call them for anything. They bring the medicines around here. The doctor comes here. You don't have to, if you don't feel good, they're just such a relief, you know. You don't have to sit in ER for hours before they call you. And she's fallen a couple of times and gotten hurt and they're right here to check her wounds. And they're just, it's just amazing.
In addition to potentially mitigating the logistical difficulties of a late night transport to the ER, this caregiver perceives the hospice health care team members' presence as preventing worry, pointing to a support role that extends beyond solely providing patient care. Another caregiver who referred to her pre-hospice experience with multiple patient care transitions, as a "loop de loop" of care, said that contacting hospice at her time of need was preferable to contacting their doctor.
I'm doing the same [caregiving] things that I was doing before they came but it just gives me a backup and I think that's the important thing. I know if something gets serious, I can call them rather than calling the doctor, which is always a little bit hard to do.
For both of these caregivers, the centralization of patient care and ease of accessing hospice to activate that patient care alleviated the need for them as caregivers to spearhead patient care navigation through acute care and other medical care sites, thus mitigating some of the emotional strain related to caregiving.
This potential for contacting health care professionals during acute situations also provided comfort for caregivers who were anxious about what steps to take at the time of a patient's death at home. One caregiver explained, "When she dies, I don't have to worry about calling police and explaining what happened because hospice told me to call them first." Another caregiver expressed a similar concern: "Are they gonna come accuse me of not doing something for her when I could have done something for her?" By knowing that they For bereaved caregivers, hospice professionals remained a reliably supportive presence for caregivers after patients died. One caregivers' mother died at home while she was helping her mother walk between the bedroom and bathroom. This caregiver called hospice immediately for help moving her mother's deceased body and then making postmortem arrangements. She noted the ongoing supportive presence of grief and bereavement services during and after her mother's death.
The hard part was living through that last moment and not understanding, never having been through that. Luckily I wasn't by myself. Hospice was a great support through it all. They continue to be. I'm looking forward to the counselling sessions.
In addition to identifying hospice health care professionals as a supportive presence throughout the entirety of the caregiving process, she plans to use hospice's 13-month bereavement counseling services, thus extending these professionals as a reliable source of emotional support into the near future.
Taken together, these cases illustrate that caregivers experience logistical support from hospice health care professionals (i.e., assistance with time of death or anticipated time of death) as a type of emotional support, in that knowing who to call brings caregivers' comfort, anticipated or actually experienced. In addition, the belief that they could access help and information "24 hours a day" brought additional emotional support, alleviating caregivers' fear and anxiety of managing acute changes in the patient's health by themselves.
Emotional support from hospice health care professionals:
Direct and caregiver-centered. Caregivers credited hospice clinicians with providing direct, caregiver-centered emotional support through empathy, encouragement, praising caregiver efforts, acknowledging the difficulty of caregiving, and encouraging caregiver respite and self-care. In households occupied only by the caregiver and patient, the health care team home visits offered company to isolated caregivers who expressed the relief at having "someone other than family to talk to" or "someone nice to visit with." Overwhelmed caregivers appreciated having a sympathetic ear: "[The nurse] will sit and listen to me cry" and [The social worker] "lets me blurt out all my sadness on the poor thing and she's like, don't worry about it." Caregivers felt close to hospice staff: "I connected with each and every one of them" and "they make you feel like they really care." One husband's situation illustrates the importance of caregiver-centered emotional support. An 80-year-old with chronic back problems was taking care of his terminally ill, bedbound wife at home. His caregiving responsibilities included adhering to a complicated medication regime, monitoring her pain, administering nebulizer treatments, and moving his wife from her bed to the commode, often sleeping only 3 to 4 hours at night. He described himself as "homebound" but had both the physical ability and the resources to run errands when he needed to. He noted the nurses were always "giving me the dickens" about not asking for more help with his wife's care at home, indicating they were monitoring his well-being, as well as his wife's. When his wife was temporarily admitted to a hospice inpatient unit for pain control, he stayed at the facility with her, where the patient rooms were equipped with fold out beds for families. He described his experience there: "they treated me like I was a king." When summarizing his overall experience with his wife's clinical team, he describes the closeness of their relationship. They are "total strangers who are like family . . . There isn't one of them I wouldn't want to live in my home. Everyone is better than the last one." The comprehensive care services provided at home and in the clinical setting fostered this caregiver's trust in health care team members.
Emotional support could take the form of health care professionals executing direct patient care tasks, relieving some of the emotional strain caused by the cumulative nature of caregiving. A caregiver who was also a retired nurse provided home care for her mother, and had been administering medications to her mother for several years. Despite the relative ease of administering her mother's medication (due to her nursing background and having already given her mother medications for an extended time), this caregiver found comfort in clinicians administering medication so she herself did not have to do it.
I could've done the meds myself, I've done them for years but it was one more thing that was on my list of things to do that was gonna be the straw the broke the camel's back in my mind.
She describes the cumulative strain of caregiving as potentially leading to an emotional breaking point. Doctors or nurses administering medication served as both logistical and emotional support. From this caregiver's perspective, it was a critically supportive act for maintaining caregiver well-being.
Informational support from hospice health care professionals:
Tailored and understandable. Caregivers identified several ways that hospice health care professionals provided informational support at critical times in the end-of-life caregiving experience. Caregivers received tailored informational support from clinicians about disease processes, direct patient care techniques, and home equipment. In the case of one caregiver, the physician explained the patient's cancer in understandable terms.
The cancer had spread to her liver and he had said she was in . . . a "liver coma," but he went on to describe it in very easy technical terms to understand. And that she was in like a hibernation so the rest of her body would shut down. And that made sense.
Other caregivers learned patient care techniques from health care professionals. When [patient] was in the bed in the beginning she got a blister on one of her heels and it became infected. So the nurse, she would come and she would change the bandage and all that. She would bathe it, change the bandage, and she'd tell me to leave it on for maybe two days and then change it, do the same thing again. Which I did.
This nurse demonstrated proper wound care by example, along with giving instructions to follow, which the caregiver reports successfully following on her own. As these caregivers describe, many caregivers preferred to receive technical medical information in easy to understand language and instructions.
In addition to medical information related to the patient's illness and treatment, caregivers needed information related to the daily tasks of caregiving. Health care professionals provided direct care information, which allowed caregivers to increase the physical comfort of patients. This information ranged from simple directions "showing me how to use pillows to make [patient] more comfortable sitting up" to suggestions for switching to larger home care equipment like specialized beds. Patients receiving home care services were eligible for home delivery of these beds, although some caregivers resisted the prospect of physically moving these specialized beds into the home. One caregiver described her initial resistance and subsequent, informed change of mind.
I probably didn't want to feel like I couldn't exist without [a specialized bed]. I felt I could. I had a bed down here, we both slept together. [The social worker and nurse] explained some of the better advantages and they were right. You can raise the bed up and down, together, in and out without lifting. So I went along with them. They brought that in so I had to bring a smaller bed down for myself but that's fine. I still sleep in the same room as her.
Although she wanted to maintain a sense that her caregiving was sufficient without this kind of bed ("I felt I could exist without [it]"), hospice staff were able to convince her that a new bed would facilitate her ability to provide quality care and potentially ease the physical demands ("without lifting") of caregiving.
Another home caregiver was reluctant to move a specialized hospital bed into a downstairs room to take care of her mother. Instead, she preferred that her mother, an 85-year-old with Parkinson's disease, climb up a flight of stairs nightly to sleep in a bedroom because "I was afraid if we brought her bed downstairs the whole house would turn into a nursing home." She described the nurse's responses to her concerns:
You know, you're just pushing your mom to do something that you really want her to do because you don't want to give up, and she doesn't want to do it anymore. Her body can't do it. I really think you need to move your mom's bed downstairs.
After hearing about her mother's physical limitations from the nurse, "in a way that didn't offend me," this caregiver agreed to the placement of a specialized bed for her mother downstairs. In this instance, the nurse's provision of information about the patient's condition ("She can't do it") played a role in changing how this caregiver provided care.
As the above examples illustrate, caregivers indicated that they understood the situationally specific bits of information they received, making the information usable in fulfilling daily caregiving tasks and maintaining patients' comfort. These snippets of digestible information, meant to address day-to-day direct patient care needs, were echoed by another caregiver who struggled with tending to a loved one's skin rash: "They give you low doses of info so not to make you feel like 'oh my god this is what's going to be ahead of me.'" By providing situationally appropriate caregiving advice in amounts that do not overwhelm caregivers, health care professionals equipped them with necessary, usable knowledge. Caregivers received informational support from professionals by phone as well, information which resulted in improvements in patient care management. A wife providing home care initially experienced difficulties managing her husband's catheter. After the first instance, hospice sent a nurse to the home. After the second instance, she called hospice's 24-hour hotline.
The person on the receiving end, she knew us just by the phone call. One [nurse] reminded me what I could be doing, that saved them sending out a nurse on the weekend. It was an appropriate decision and solved the problem. She could do that from a distance, she had developed some knowledge of us over the phone, some rapport, that she was comfortable doing that. And it worked. This caregiver's experience highlights how the hospice staff's familiarity with her mother's medical history, combined with the ease of contacting hospice staff by phone, resulted in an exchange of information that the caregiver deemed appropriate. Moreover, with hospice's assistance, she was able to problem-solve by phone, adding to her caregiving skill set.
Caregivers also connected with nonmedical professionals as new sources of informational support. In addition to needing information related to clinical aspects of the patient's illness and medical needs, caregivers needed information related to managing daily tasks and planning for long-term care scenarios. A wife whose husband had recently transitioned from home care to nursing home care consulted an attorney about the financial obligations of paying for her husband's placement in a long-term care facility. Although being in a stressful situation, this caregiver learned that divorcing her husband would protect his assets as well as hers, subsequently ensuring that his savings would be sufficient to pay for his long-term care.
Although not all caregivers might be receptive to such information, the caregiver subsequently decided to file for divorce.
Another wife who was concerned about her husband's insistence upon continuing to drive despite his Alzheimer's disease contacted the Department of Motor Vehicles for information about having his license suspended. They in turn directed her to her private physician to complete the required medical paperwork for suspending his license. Although she was waiting for all the necessary documentation to be processed to prevent her husband from driving, his Alzheimer's nonetheless prevented him from understanding that it was illegal for him to drive. She continued to worry that he would attempt to drive so she again approached her husband's private physician.
[The doctor] taught me about therapeutic lying. It's when you tell a person with Alzheimer's something that's untrue to protect them from hurting themselves. I did this with [husband's name] and told him the state took his license away and he'd get arrested if he drove. It worked for long enough for us to get everything taken care of through the DMV.
In this caregiver's case, she completed all the necessary steps to legally suspend her husband's license. But because the process was not instantaneous, she relied on caregiving information about "therapeutic lying" as a way to bridge the delay between when she deemed it necessary for him to stop driving and when her husband legally had to stop driving.
Intersecting informational and emotional support: Addressing patient care needs. Caregivers described how hospice health care professionals provided informational support, often simultaneously noting the emotionally supportive nature of possessing that information. For example, one respondent noted the mental relief provided by nurses teaching her direct patient care skills.
It was a load off my mind too because I didn't think I was doing enough for my dad. They were able to do the things that I couldn't but they showed me different ways of doing things with him so that I would be able to make him more comfortable but also relieve my mind of knowing that I was doing something for him that I didn't do before. It was a load off my chest. I just felt so much better because I knew that I could get information from them, not just to help my dad but to help myself.
In this case, the caregiver received new caregiving information to make her father more physically comfortable, which consequently allowed her to feel like she was doing as much as possible for him. Not only did she feel like she had acquired information, but reflected that acquiring this information brought her comfort as a caregiver.
In addition, caregivers who received information on what changes to expect in patients' behavior expressed the comfort that knowledge brought. A woman who was caring for her mother at home learned from clinicians that "[My mom] will eventually sleep more and more and that's comforting because I know when my mom falls asleep and she doesn't wake up, that's what's going to happen." Another daughter caring for her mother learned that cognitive decline is part of the dying process and how to communicate with a confused patient: "Hospice tells me what to say when [patient] is rambling and confused. They tell me this is part of her shutting down which makes me more confident on what to do and makes it easier." Both women noted that having information about what to expect eased caregiving difficulties at end-of-life.
In situations where caregivers struggled to care for a patient with dementia, health care professionals provided several types of information that addressed patient care needs, as well as caregiver emotional support needs. For example, a daughter found it emotionally difficult to deal with her mother's dementia during instances when her mother would cry, ask for her shoes, and demand to go outside. After telling the nurse about these outbursts, the nurse explained such behavior was common in dementia patients.
[Patients] think they can do what they want, but they can't. The first time it happened I was very emotional. I had to call [hospice] and tell them and they talked to me and came over and they told me what to give her. Even now it's kind of upsetting, but you just have to do it. You just have to be calm with them and you get a little anxiety attack during it, but you know, but most of the time she's mellow. But all of a In this caregiver's case, the nurse provided two types of patient care information: She explained that patients can experience anxiety when they are not able to perform tasks, and that there are medications to use in these instances of patient agitation. The caregiver describes the first occurrence of this event, prior to having situationspecific support from the health care team, as "very emotional." Subsequent events are still "kind of upsetting" but after the informational support provided by the health care team, she indicates she is able to stay calm and give her mother antianxiety medication.
Some caregivers established close relationships with members of their health care teams, describing professional staff members as "family" who had had intimate knowledge of the patient and caregiver. A respondent oversaw her grandmother's care as a hospice-enrolled patient living in a long-term care facility. Her grandmother had recently started falling out of her recliner and while her granddaughter wanted to purchase a specialized chair that would prevent her grandmother from falling, the facility prohibited such a piece of equipment. Due to this restriction, she was considering moving her grandmother to another facility and was in constant contact with the hospice nurse and social worker.
[Nurse] will call me once a week with an update, or if she had many falls over the weekend, she'll call and discuss that. Her social worker is amazing. She and I have a hard time getting off the phone. We'll text each other. She's amazing, so it's been great. They call me regularly. With this whole moving transition thing that has come up, I'll call them and kind of pick their brain about certain things or places that they would maybe recommend that's we look at.
As this respondent's situation illustrates, her close connection with the social worker entailed them having "a hard time getting off the phone" and communicating via text, an immediate form of personal communication. The regularity of their communication, combined with updates about her grandmother and suggestions about other living facilities provided an emotionally supportive and informationally rich environment for this caregiver to pursue care options.
Health care professionals also provided emotional and informational support in tandem for family members who held different perspectives about end-of-life informationseeking. The case of a sister and brother caregiving team illustrates this process.
My brother was here one day and he was asking all these questions. "Well when you die . . ." I mean I was kinda embarrassed when he asked that question. I'm like "oh my god, I don't know if you should ask that question" but the nurse said "no that's fine you can ask any questions you want," you know.
By encouraging them to ask questions about death, the nurse tacitly condones for both siblings that asking questions is normal. As the sister expressed uncertainty as to the appropriateness of asking these questions, a potential point of contention between siblings, the nurse provided an opportunity for the siblings to ask questions, simultaneously normalizing the process of question-asking.
Discussion
These findings build on previous research by highlighting roles that professionals (physicians, lawyers, financial planners) can fill by providing several kinds of social support to caregivers, including informational and emotional support Parker et al., 2007 ; S. Williams et al., 2008) . Although existing research has documented the nature of emotional support provided by friends and families, these findings add to our knowledge of how hospice clinicians and other professionals, who have become new social network members of caregivers during the end-of-life caregiving process, provide situationally specific, tailored support to caregivers (GageBouchard et al., 2015; Hill et al., 2017; Perry & Pescosolido, 2010) . Some caregivers experienced emotional support from hospice health care professionals in the form of direct expressions of empathy, encouragement, and concern for caregivers' well-being. Moreover, these findings enhance existing research on caregiver support by tracing how caregivers experience logistical and informational support from hospice health care professionals as a type of emotional support. Such situations entailed caregivers crediting the receipt of new information with giving them new caregiving skills, which in turn contributed to an enhanced sense of personal well-being, peace of mind, or confidence in their ability to provide high-quality patient care for loved ones. Health care professionals in medical specialties other than hospice and palliative care may find it instructive to note that the provision of routine patient care (and subsequent logistical and informational support) can provide emotionally supportive benefits to caregivers as well.
These findings also underscore the importance of professionals providing timely and situationally specific information, echoing previous research on the necessity of caregivers receiving tailored information (MastelSmith & Stanley-Hermanns, 2012; Washington, Meadows, Elliott, & Koopman, 2011) . When caregivers received useful informational support from hospice clinicians related to disease processes, patient care techniques, and home equipment management, caregivers reported integrating this information into their own subsequent patient care routines. For some caregivers, this integration of new information into their caregiving routine increased patient comfort (e.g., proper wound care), although for other caregivers this new information alleviated some of the physical strain of caregiving (e.g., specialized equipment, like beds). This type of support from professionals builds on previous research about social support for caregivers by highlighting that, in order for caregivers to receive helpful informational support, their information needs must be assessed in light of current caregiving circumstances (Byrne, Orange, & Ward-Griffin, 2011 ). This suggests hospice health care professionals should not merely disseminate information, but assess caregivers' situationally information needs, and subsequently provide pragmatic and understandable information that caregivers can incorporate into their routines.
Consistent with previous research, caregivers also needed nonmedical information during the caregiving process, highlighting the crucial role that other types of professionals fill by providing tailored legal or financial information related to long-term care planning for the patient (Hurley et al., 2014; Yedidia & Tiedemann, 2008) . Like the informational support provided by health care professionals, informational support from these other professionals was highly situationally specific and could be used to help caregivers successfully fulfill more than one dimension of caregiving including legal and financial matters related to patient care of well-being. Health care professionals should note the integral position they have in identifying, and then connecting, caregivers to other types of professionals with specialized knowledge at appropriate points in the caregiving experience. Caregiver interventions to increase social support should encourage health care professionals to broker connections between caregivers and other professionals with knowledge pertinent to caregiving (legal, financial) to broaden caregivers' social networks, and consequently increase the pool of supportive resources available to them.
Although these findings show how caregivers of patients with life-limiting illnesses activate social network members who are professionals with specialized knowledge, some limitations should be noted. This caregiving sample is of hospice-enrolled families and may not be generalizable to other caregiving populations, including families not enrolled in formal palliative and end-of-life programs with services as comprehensive as hospice and/or diverse caregiving populations. Hospice care is a highly specialized, multidisciplinary approach to patient and family care, whose services are targeted to and accessible by populations with unique end-of-life care needs. Future research should examine ways that these specialized health care services might translate into meeting the caregiving support needs across patient care settings. Interviews were conducted in two manners (in-person and by phone), and although contextual factors related to each type of interview may have shaped participant's responses, these findings were examined for systematic differences between them and do not reflect such differences. In addition, some caregivers were unable to participate in interviews due to personal or work-related responsibilities, underscoring the need for future research about hard-to-reach caregivers who may experience high-intensity caregiving demands.
Moreover, not all caregivers have social network ties to supportive professionals, potentially limiting mobilization of these contacts when caregivers do not have them in their preexisting social networks. Future research should examine if certain kinds of caregivers are more likely to have social network ties with specialized medical or professional knowledge applicable in end-of-life care navigation. For caregivers whose social networks do not contain members with this specialized knowledge, future inquiry is required as to how health care professionals can link caregivers to potentially supportive resources.
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